caregivers. 16 Web-based inter faces appear to provide new opportunities for education and quick communication between patients and medical personnel. 17, 18 Ability to cope with the disease and associated limitations The ability to cope with the disease and associated limitations is defined as an ability to comply with prescription medication regimen, readiness to modify lifestyle, and improvement in the emotional state and life activity. 19 A review of 14 studies (unfortunately randomization was used only in few) shows that inter ventions aimed at improving the coping abilities of patients with advanced COPD may significantly reduce the number of hospital readmissions and the degree of dyspnea using the Borg scale. 19 Better knowledge about COPD, appropriate use of medication and inhalers, and, what is especially important, improved ability to detect an exacerbation early and treat it correctly were reported in a study based on an integrated care model proposed by the WHO. 20 In the study, patients who had been admitted with COPD exacerbation were randomly assigned to usual or integrated care at the time of discharge. At 1-year follow-up, the 2 groups differed significantly in prescription adherence, especially regarding inhalers. In the integrated care group, 86% of subjects used inhalers correctly compared with only 24% in the usual care group. 20 A previous study of the same investigators revealed at 24 months that the proportion of subjects who did not require hospital readmission was significantly higher in the first compared with the second group (55% vs. 33%; P = 0.02).
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A proposed model of care in patients with advanced chronic obstructive pulmonary disease in Poland We believe that the first step to organize care for patients with advanced COPD is to establish regional databases that would provide an overview of the problem, thus allowing to plan appropriate care (FIGURE 1).
Role of the medical coordinator Databases of patients with advanced COPD should be created in reference centers such as clinics or pulmonary wards. Databases should be managed by medical coordinators who would be also responsible for the organization of education for patients and their families (referring patients to appropriate COPD education programs, fixing appointments, etc.) and for the organization of social care (coordinating nonmedical aid, ensuring contact with volunteers or medical assistants), and emotional/ spiritual support (organizing psycho logical and spiritual care). Coordinator's tasks, performed in cooporation with adequately trained nurses or social workers, would also include a phone call to a patient once a month regarding inhaler use and symptom control. In case of aggravation requiring readmission, coordinators would organize padisease progression, for example through prevention of unfavorable events such as exacerbation. The cornerstone of the integrated care system is education of patients and their families to strengthen their abilities to cope with the disease and associated limitations. An important aspect of integrated care is close cooperation between medical and nursing personnel and between health care professionals and patients and their relatives. The proposed model of care comprises also social assistance and care (volunteer work, social workers in the neighborhood, social care organizations).
Education International recommendations regarding the diagnosis and treatment of COPD emphasize the importance of education in patient management.
13
Studies on the risk factors associated with exacerbation of COPD revealed that some of them can be modified if cooperation with the patient and his family is good and the level of patient knowledge about COPD is high.
14 These factors are pneumo logical care, appropriate use of bronchodilators (inhalators), and physical activity. 14 Current evidence shows that a 1-hour education course once a week for 8 consecutive weeks leads to a decrease in hospitalization rate by almost 40% .
15 Positive effects of education are also observed with regards to relatives and Education There is an urgent need to design national educational programs that would be more comprehansive than the existing ones. Apart from knowledge about COPD, its management, inhaler use, and early detection of exacerbation, such programs should offer advice on how to modify lifestyle (e.g., how to quit smoking, increase physical activity, change diet) and how to cope with everyday life activities. 23 New education programs should be prepared for the families of patients with COPD that would also cover information on volunteer activity.
spiritual and social support Patients with advanced COPD have poor quality of life. 24 They gradually lose self-management and mental abilities, which leads to social isolation and, in many cases, to poor relationships with the family. 25, 26 Moreover, many patients with advanced COPD experience depression and anxiety. 27 Similarly to patients with end-stage cancer, they need psychological and spiritual support. In many cases, material social support and the presence of a caring person are the best approach to improve the quality of life of patients and their relatives. These tasks can be performed by volunteers and social workers. Patients with end-stage COPD should receive home or hospice care. 28 Hospital palliative care support teams can also be helpful. Apart from palliative medicine, social, psycho logical, and spiritual care are also part of integrated care at the end of life. At this stage, volunteer work can support all nonmedical aspects of care for patients and their relatives. When a patient dies, both volunteers and social workers can continue to care for a bereaved family.
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Implementation of the program in Poland We are currently implementing the presented concepts of palliative care of patients with advanced COPD in 2 Polish cities -Gdańsk and Zabrze. We have encountered various difficulties related mainly to the city size, organization and possibilities in the field of lung disease treatment, involvement of city councils and local health care services, or organization of voluntary work. The city of Zabrze can serve as an example. There is a university hospital with the pulmonology department. The hospital staff is involved in the implementation of palliative care in COPD; the program coordinator works in the same hospital; a hospital ambulance is available for the program procedures; a hospital physiotherapist has joined the program. There is also an outpatient pulmonary clinic and the clinic for home oxygen treatment, where patients who require hospitalization can be placed. The medical doctors from this hospital are prepared for program implementation and the educational part of the program is supported by the City Council, while organizational procedures are conducted in cooperation with the City Council's Department of Health.
The heads of health clinics in the city have been informed about the program, and an information tient hospital stay in agreement with the general practitioner (GP).
Role of the general practitioner
In an integrated care model, GPs would be responsible for providing permanent medical care for patients with advanced COPD (FIGUREs 2 and 3) . In the stable phase, patients would visit a GP for a check-up 4 times a year. After each hospital stay (in case of exacerbation) in a reference center, the patient, his family, and GP would receive detailed information about the current health status (COPD and comorbidities), medical advice about the stable phase, and guidelines for the management of COPD exacerbation. In case of exacerbation that does not require hospital stay, the patient would receive medical advice from a pulmono logist once a year (during 1 of the 4 planned visits). In case of COPD that is difficult to manage (persistent dyspnea, cough, cachexia), the patient would be consulted by a specialist in palliative medicine or, in case of depression, by a psychiatrist (or other specialists depending on an individual patient's need). Moreover, GPs in cooperation with social nurses (general and pulmonary), would monitor the course of treatment (especially the correct use of inhalers and inhaler adherence) and patient and family compliance with medical recommendations. In smaller centers, appropriately trained medical assistants and volunteers could be in direct contact with the patient. 22 FIGURE 2 A model for integrated care in patients with advanced COPD a GPs would consult specialists about the health condition of patients with advanced COPD. Nursing and auxiliary personnel (depending on the resources) would keep regular contact with patients and inform GPs about patient compliance and their need of support b during hospital stay, patients would receive detailed information about their health condition including COPD and comorbidities, medical advice for stable phase, and guidelines for the management of COPD exacerbation. Hospital stay would also provide an opportunity to instruct patients about diet and physical activity c in end-stage COPD, apart from spiritual, psycho logical, and social support, symptomatic treatment would be the most important part of the management Abbreviations: see the local government. So far, we have not received any support from the National Health Fund although this may change in the future when we obtain some positive results. We also hope to find other sponsors to support the program.
Conclusion
We encourage the readers of the present article to voice their opinion about the organization of care for patients with advanced COPD. Please send your opinions to the following email address: klinika.alergo logii@amg.gda.pl with "copd.care" in the subject line. We hope that your suggestions will contribute to the preparation of the guidelines for integrated care and palliative care in patients with advanced COPD and other chronic respiratory diseases. This final initiative has been proposed by Professor Władysław Pierzchała, the President of the Polish Respiratory Society.
meeting has been organized. The City Council has launched an educational website where the program participants can obtain information about COPD and the program itself. Currently, a toll-free number is being set up for the medical staff of the coordinating hospital and for the program participants, i.e., patients, their families, and health workers. A brochure about COPD for patients and their families has been published. A database of patients with severe/extremely severe COPD is going to be created based on the records of health clinics.
It must be remembered that it is the patient who decides whether to participate in the program and he/she has to give his/her consent to send their personal information to the coordinator. Although consent forms have been distributed, few patients have applied. We believe that the main problem lies in the health clinics, which is difficult to understand because participation in the program is free for the clinic and patients remain under its supervision. In the nearest future, we are going to distribute information via the local press and television to reach wider audience among medical doctors and patients.
Another factor that hinders program implementation is not sufficient number of volunteers in the city to meet all the requirements of palliative care. The basis of the program are active, motivated volunteers. The coordinator will handle the organization of voluntary work. There is a great need for new volunteers. We hope that there will be a lot of students at the Medical University of Silesia in Zabrze that will willingly participate in the training scheduled to start in the fall, 2010, and organized by the University with the help of the Hospice Foundation from Gdańsk.
Program implementation depends to a large extent on social activity and logistic support of 
